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F 000 § INITIAL COMMENTS . F 600

An unannounced annual and complaint survey
was conductad at this Eacility from August 2, 2012
through Augusi 14, 2012, The deficiencies
contained in this report are based on
observations, interviews, review of residents'
clinical records and review of other
documeniation as indicated. The facility census
the first day of the survey was ninety six (96). The
survey sample included forty {40) census sample
residents and twenty nine (29) admission sample ' .
residents in Stage 1. The Stage 2 sample iotafed 1. R 7 skintearis healed,

thirly seven {37) residents. physician & RP have been
F 157 [ 483.10(b)(11) NOTIFY OF CHANGES F 157 updated

85=D | {INJURY/DECLINE/ROOM, ETC) ]
2. Physiclans and RP's have
A facility must immediately inform the resident; been notified for all residents
consult wft{x tha resuc{gnt‘s physician; and if ' ) i with Change of Condition
known, notify the resident's legal representative . - ¢
or an interested family member when there is an 3. Ucensed nursing staff has
accident involving the resident which resulls in been in-serviced by staff
infury and has the potential for requiring physician development/desighee on
intervention; a significant change in the resident's ificati . :
physical, mental, o psychesocial status (ie., a notitication policy. )
deterioration in health, mentat, or psychosocial Notification documentation
statustin eiih\;-,_r liife !hr}eatening conldi!fans or will be reviewed in morning
clinical complications}, a need o alter freatment - .
significantly {i.e., 2 need to discontinus an clinical mee_t:ng. A Tand?m
existing form of {reatment due o adverse weeldy audit of natification

consequences, of to commence a new form of documentation will be
treatment); or a decision ta transfer or discharge .
the resident from the Facilily as spacifiedin completed by_ Unit
§4B83.12(a). Manager/designee weekly x
4 weeks, then monthly x 2
The facilily must atso promptly notify the resident
- ) . months
and, if known, the resident's legal representative . . : /
or interested family member when there is a 4. Results will be submittedto . / q/ G i {2
change in room or roommate assignment as QA monthly for review
T
LABORATORY DIRECT oa*;pd PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TILE (X5} DATE
x> Wt/ 2y 5 Uzf12

Any deﬁqli'rfcy sﬂgtemem ending with an astarisﬁc ("} dencies a deficiency which the Institution may be excused from corecting providing & is determinad that
- other safeguards provide sufficient protaction to the patients, (See inskuctions.) Except for nursing homes, the findings staled above ere disclosable 96 days
following the dale of survey whether or not a plan of corraction is provided, For nwrsing homes, the above findings and plans of correction are disclosable 14
daues following the date these documents are made avaiiable to the facilty. if deficiences are cited, an approved plan of correction Is requisite fo confinued

" im participation.
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F 157 | Confinued From page 1

specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as sperified in paragraph (b)(1) of
this sectian.

The facility must record and periodically update
the address and phone number of the resident's
legal representative or interested family member,

This REQUIREMENT is not met as evidenced
by;
-| Based on observation, record review and staff
Jnterview, it was determined that for one (R7) of
-} 37 residents reviewed, the facilily failed to
immediately consult with the physician and faffed
to notify the legal representative when R7
sustained a skin lear {o the leff hand which had
“d'the potential for requiring physician intervention,
Findings inciude:

R7 was admitied to the facility on 7/2/12 with
diagnoses that included dehydration, debility and
€2 (cervical spine) fracture. The 7/2/12 nursing
admission note stated R7 had a scabbed area on
the left wrist,

Observation of R7 on 8/2/12 at 11:49 AM
Teveafed thal he had a skin tear on his eft hand
which was covered by Tegaderm {clear wound
dressing). R7 staled that he had hurt it on the
wheelchair. A second observation of R7's left
hand on 8/8/12 at 8:55 AM revealed that he no
longer had the Tegaderm dressing anid that the
skin tear had healed.

Review of nurse’s noles from 7/2/12 through
8/8/12 falled to mention’any incidents where R7
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sustained a skin tear to the left hand. Additionally,
review of physician's orders for the same time
period lacked evidence of any treatment orders.
The Facilily failed to notify R7's physician of the
skin tear which had the poientiat for fequiring  °
physician intervention. The facility also failed to
notify R7's responsible party {RF) of the skin tear.
. { The RP was nol notified until 8/8/12. '

F 225 | 483.13(c)(1){il)-(Hi), (c)(2) - {4} F235
§5=0 | INVESTIGATE/REPORT
ALLEGATIONSANDIVIDUALS

The facilit . | ho b 1. RSO Missing item {$40.00)

e facilily must not employ individuals who have . .
1.been found guilly of abusing, neglecting, or : investigation was completed
mistreating residents by a court of law; or have 9/1/2012 and reported to
{-had a finding entered info the State nurse aide o DLTCRP.
regisiry concerning abuse, negleci, mistreatment ident rt and
of residents or misappropriation of their property; ) RfLS |1:xc1den report an
e - - -and report any knowledge it has of aclions bya Investigation completed

: '| sourt of law against an employee, which would 8/6/2012 and reported to
-indicate unfilness for service as a nurse aide oF DLTCRP
| other facility staff to the Stale nurse aide re ist
! feasiy 2. August incidents & Concerns

or ficensing authorities,
have baen reviewed to

The facility must ensure that all alleged violations assure complete
involving mistreatment, neglect, or abuse, B tigati d rtin
Including injuries of unknown source and investigation and reporting

misappropriation of resident property are reported ' has occurred  when
immediately to the administrator of the facifity and warranted
to other officials in accordance with State law | 3. Nursing Management staff

through established procadures {including fo the

State survey and certification agency). has been In-serviced by facility

The facility h 4 nat ail al educator/designee on prompt
e facility must have evidence that all alleqed . :

violations 3:are tharoughly investigated, and r?xusl reporting of inCIdEE}tS

prevent further poleniial abuse while the with investigation results to

investigation is in progress, . DUTCRP and thorough
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) investigation of allegations with
F225 | Gontinuad From page 3 Fa25 patential for abuse/neglect
The results of zll investigations must be reported ] " . §
to the administrator or his designated and for misappropriation o
representative and to other officials in accordance property, Incident/concems will
with State law (including to the State survey fand be reviewed in administrative
cerlificalion agency) within § working days of the' . .
: incident, and if the allaged violation is verified morning meeting  untit
appropriate corfective action must be taken. investigation is complete. A
' random weekly audit of concerns
wilt be completed by
This REQUIREMENT is not met as evidenced MHA/designeex 2  months.
| by Weekly audits of incidents for
Ba‘sed on reco_rd review, st?ff interview apd potential abuse/heglect and
review of other documents, it was determined that A )
‘the facility failed to immediately report, thoroughly reporting will be completed by
investigate and/or report the resulls of Unit Manger/designee x
invesligations within_ five (5) waorking days to the 4 weeks, then monthly x 4
State Agency (Division of Long Term Care r . . .
<} Residents Protection-DLTCRP) regarding gfm Results of audits will be nn
| aflegations that had the potential for reviewed monthly at QA /0/
| abusefneglect of care and misappropriation of '
| property for two (R48 and R0} of 37 Stage 2
sampled residenis. Findings include:
1. Review of R90's clinicat record reveated a
nurse’s nole dated 6/3/12 that stated, "Resident
reported $40.08 missing from the lock box in her
room. Resident reported "The nice CNA {Cerlified
Nurse's Aide) who cared for her the previous -
week, strongly suggested that resident put her
money {$40.00} in the lock box at bedside instead
of in her wallet which resident states is where she
usually keeps her money. This evening, resident
went io retrieve the money from the lock box, bui
itwasn't in there. Resident does not recall anyone
going into the box, nor ¢an she recall the name or
describe the CNA who placed the moeney in the
box for her"
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F 225 | Continued From page 4

Review of the Tacility's incident report, dated
8312 failed to have documented evidence that
this alleged violation of rnisappropriation of Rel's
$40.00 was thoroughly investigated, The facitity
failed to interview and for oblain written
stalements from employees potentiatly involved in
the suspected viclation.

The facility failed 1o havs evidence that an alleged
violalion involving misappropriation of R90's
$40.00 was thoroughly investigated and that the
resulls of the investigation was reportad to the
.State survey and certffication agency, the Division
of Long Term Care Residents Protection

't {DLTCRP) within & working days of the incident.

"2 The clinical record ravezled that R49 had a fall
on 8/5/12 while being transferred with 2 Hoyer lift
.| from wheelchair 1o bed. Review of the Incident
Report, dated 8/56/12 revealed that the incident
occurred on that date at 2:50 PM. R49 required
hospitalization and surgical repair of a right hip
fracture, The facility failed to immediately report
the incident that had the potential for an allegation
of neglect to the DLTCRP and did not do so until
8/6A2 at 8:22 PM {more than 24 hours later).

The facility also failed to submit the incident
follow-up {o the DLTCRP within five (5} working
days. The 5 day follow up was not submitted unti
8/12H2.

F 241 | 483.15(a) DIGNITY AND RESPECT OF

88=E | INDMIDUALITY

The facifity must promote care for residents in a
manner and in an environment that meintains or

F225

F 241
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enhances each resident’s dignity and respactin
fuli recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based on abservatlons and staft interviews, it
was determined that the facility failed to promote
care in & manner and in an environment that
maintained their dignily for five {R20, R51, R76,
RB0 and R83) of 37 Stage 2 sampled residents.
Findings include;

1. Observations on 8/2M12 at 11:05 AM and on

8/8/12 at 4 PM, revealed signage posted over
| RG1's bed thet stated, "Nemours re. dental care;

Your everyday instructions are as foflows: 1.
Brush your teeth, 2 limes a day especially at

- .| gumiine. 2. Brush partial dentures-and soak in

A water at night. 3. Limit sweels/candy. 4. Return in

& mos for a cleaning/exam.”

The facility failed to ensure that R51's personal
care requirements were not posted within view of
anyane entering the room. During an interview
with E6 (Unit Manager) on 8/10/12 at 11:15 Al
she acknowledged that the signage was a dignity
issue, -

2. Observations on 82/12 at 10:35 AM and o’
8/8/12 revealed signage posted over RB0's bed
that stated, “Toilet Resident every Hour" A
second sign stated, "Please keep (resident's
name) Dental (sic) clean every day Thanks
{family).”

The facility failed Io ensure that R80's personal
care requirements were not posted within view of
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F 241

© 1. Signs have been removed from
R51, R 80 and R 83’s rooms.
Meals are served sequentially
& in a timely mannerto R 11
and R 76. Dignity is maititained
before entering room of R20,
Staff are knocking and asking
permission prior tg entering
room of resident R20.

2. All posted signs have been
removed from resident’s
rooms. Profile card policy has
heen reviewed and revised to
include adding personal care
requirements to residents.

' Pdsting of signs and dignity
related to entering residents’
room have been reviewed with
residents during Resident
Council meeting and resident’s
RP’s have been notified by NHA
via letter, Signage policy will
also be included in resident’s
admission packet.

FORM CMS-2857{62-00) Previous Versions Obsolels

Evanl iD:8ND311

Faciity ID: DEOOGS if continuation sheet Page 8 of 52




PRINTED: 08/28/2012

- DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPUIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ARD PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B.WING C
085012 ) 081412042
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZI* CODE
801 . BRODM STREET
REGENCY HEALTHCARE & REMAS CENTE
ENTER WILMINGTON, DE 15806
S4 o SUMMARY SYATEMENT OF DEFICIENCIES o PFROVIDER'S PLAN OF CORRECTION ey
. PREFIX (EACHDEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
' : DEFICIENCY}
F 241 | Continued From page 6 F 241 3. All staff has been in-serviced

anyone entering the room. During an interview
with EG (Unit Manager) on 8/10/12 at 11:15 AM
she acknowledged that the signage was a dignily
issue, .

3A. During R20's resident interview on 8/2/42 at
155 AW, E15 (housekaeping) failed to knock
and request the resident's permission before
entering ihe room. Upon seeing the surveyor
present, E15 stated, *Oh, sorry" and immedialefy
proceeded to feave the roomt.

3B. During R20's same resident interview on
.B12M2 at 11:05 AM, E22 {Unit Clerk} knocked on
the resident's door and then entered the room
without requesting/receiving permission to enter.
When E22 saw the surveyor, she sald, "Sorry®
and procesded 1o deliver ID/name bracelels io
both resident'’s in the room despite there being an
inferview in progress,

4. During the initial tour on 8/2/12 and daily
through 8/13/12, observations were made of
signage posted on the wall above R83's bed that
stated, "Resident is lo be toileted before dinner,”
and another sign that stated, "12-13-10 Please
brush (R83's name)'s teath & {and) denfures
every night per her dentist & family. Thank you.”

During an interview on 8M3/1 2, E6 confirmed the
findings. She immediately removed the sighage
from the wall and informed the CNA staff that this
was a dignity issue,

5. (n 8/8/12 during the lunch dining observation
on the 3rd floor unit, it was observed that R11
and R76 were seated across from each olher at
a round table by the nursing station. R11 was

by staff development/designee
on policy regarding posting
signs and maintaining
resident’s dignity/respect when
entering resident’s room.
Nursing and Therapeutic
recreation staff has heen in-
serviced on sequential and
timely meal delivery. Random
weekly rounds to check for
posted signs in resident’s
rooms will be made by
NHA/designee % 3 months.
Random audits of resident’s
profile cards for personal care
requirement will be completed
by Unit Manager/designee
weekly x 4 then monthly x3
Meals will be monitored by
nursing/designee 2xper week x 4
weeks then monthly x 3 months

4. Resulis will be submitted
monthly to QA meeting

ol
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With regard to items 2 and 4, these areas
F 241 Continued From page 7 F241] had just been spackled the Friday prior to
served his lunch first and proceeded to finished the date of the tour with the Maintenance
his meat while R76 was not served her tray uniil Supervisor. Those areas have been
afler R11 had finished his meal. R76 sat there painted in a timely fashion. With regard tor
and watched R11 ate his entire meal which took item 1, that door will be replaced, along
approximately 1/2 an hour. ' ~ with all other resident room doors ,during
. F 253 | 483.15(h}{2) HOUSEKEEPING & F2583] our on-going renovation program. If the
8s=E | MAINTENANCE SERVICES “warping” inhibits the proper closure of
- . the door, the door will be retro-fitted to
The facillty must provide housekeeping and the door frame. With regard 10 item 3, the

maintenance services necessary to maintain a

sanitary, orderly, and comfortable interior, ' area in question will be re-varnished and

the door will eventually be re-placed with
a new door during the re-novation project,

This REQUIREMENT is not met as evidenced

by: 1. The Administrator and Maintenance
Based on observations during environmental Supervisor will review all other
tours and interview with the Maintenance similar areas in the resident living
Diceclor, it was determined that the facility falled 1 areas to assure that there

| o provide the mainténance services necassary o is no further problem.

maintain an orderly inferior. Findings include;
2. Maintenance personnel complete a

1. Observation on B/7/12 at 2:00 PM-of resident room check each month on every
room i‘l 7 revealed that the front door was room.; the outcome of these visits is
warped. recorded on individual room

maintenance reports; we will add 1o
that report “paint/wall repair™ and
*door condition™,

2. Observations on 8/7/12 at 2:04 PM of resident
room 216 revealed that the patched calling above
the washbasin was unpainted.

3. Observalions an 8712 at 3:05 PM of resident 3. Any problems will b? F?rought to the ;
room 212 revealed that the front door's varnish atiention of the Administrator by the
was peeling, ' Maintenance Supervisor.

4, Observations cn B/8/12 at 9:25 AM of the tub

room at the East end of hallway A on the second 4. The Maintenance Supervisor will
fioor revealed that a palched wall was unpainted, include the outcome of the room
. . . ' visits to the QAA Committee as part
An environmenta! tour with E13 (Maintenance © of the normal Maintenance QAA (0 /Q/ 2,
Report. '
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F 263 | Continued From page 8 F 253
Birector) on 8/8/12 at 10:30 AM confirmed the
- | findings,
F 280 | 483.20(d}(3), 483.10(k}(2) RIGHT TO F 280
88=p | PARTICIPATE PLANNING CARE-REVISE CP
The resident has the right, unless adjudged 1. R79, R118and R91 care plans

incompelent or otherwlse found to be
incapacitated under the laws of the State, to
parlicipate in planning care and treatment or
changes in care and treaiment.

A comprehensive cate plan must be developed
within 7 days after the completion of the
comprehansive assessment; prapared by an
interdisciplinary team, that inciudes the attending
physiclan, a registered nurse with responsibility
for the resident, and other appropriate staffin
disciplines as defermined by the resident's needs,
;f and, to the extent practicable, the participation of

have been updated: R79 to
include resident behaviors of:
hon compliance and
stubbornness, R118 tq
include change in discharge
plan. R91 to include
resident’s current voiding
pattern and degree of
assistance,

: iz ve been
the resident, the resident's family or the resident's 2. Al f:are plans have
- legal representative; and periodically reviewed reviewed/up-dated for non-
" | and revised by a feam of 'qua!iﬁed persons after compliant residents, change
each assessment in discharge planning and
change in bladder volding
patterns.
: . isciplinary team has
This REQUIREMENT is not met as evidenced 3. Interdisciplinary
by: been in-serviced by Staff
‘Based on record review and inferview, it was development/designee on
determined that the facilily failed fo ensure that updating care plans in a
three (R79, R118 and R&1) out of 37 Stage 2 . ¢ for behavioral
sampled residents’ care plans were revised to timely manne e
address each resident's problem, changes and problems, change in
needs, Findings include: discharge planning and
idi s.
Cross-refer to F323 example 1 . bladder voiding pattern
1.R79's care plan was not revised to address the
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- F 280 | Continued From page 9 , F 280 Care plans will be updated as
probler of non-compliancelstubbornness, R79 ) needed. Care plans will be
was non compliant when told not to enfer an _ randomly audited by MDS

unlocked storage room. This room contained

several motorized wheelchairs, electric wall coordinator/designee weekly

chargers and various wires clultered on the floor : x4, then monthly X 3

and was therefore a potential accident hazard to s months -

residents, Additionally, interventions wera not 4 Resul i : .

revised to ensure that this resident recelved : - Results will be submitted / a{q / 2
cansistent and adequate supervision to prevent monthly to QA for raview

an avoidabie accident that resulied in injury.'

2. R118's care plan included Interventions that
spacifically addressed discharge planning.
Interview with E4 (Social Services) on 813712
revealed that the resident will not be discharged
as originally planned, However, this resident's
care plan was not revised based upon changes in
appropriateness of discharge setting and services
in a imely manner.

Cross refer to F315

3. The facilily falled to ensure that the
effectiveness of R91's care plan interventions
were monilored and re-assessed and the care
plan revised based on the resident’s voiding
patiemn and degres of assistance needed.

F 309 | 483.256 PROVIDE CARE/SERVICES FOR F 309
83=¢ | HIGHEST WELL BEING

Each resident must receive and the facility must 1. R118isnolonger ordered a
provide the necessary care and services to atiain fluid restriction

or maintain the htghesl'pracﬂcab!!a ph}rsmat, R 1is receiving liquid
mental, and psychosociat well-being, in -

accordance with the comprehensive assessment Omeprazole, as ordered
and plan of care. ! R13 fluid restriction has been
discontinued as per Physician

orders.
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N Accu-checks are recorded
¥ 308 | Continued From page 10

This REQUIREMENT s not met as evidenced
by:

Based on observations, record reviews and
inferviews, it was determined that the facitity
faited to provide the necessary care and services
to atiain or maintain the highest practicable
physlcal well-being in accordance with physician's
orders and/for the plan of care for three {R1,R13
and R118) of 37 Stage 2 sampled residents. The
facility failed to monitor fluid restriction
requirements for R13 and R118 and failed to
administer medications as ordered for R and
R13. Findings include:

The facility poficy entitled, "Encouraging and
Restricting Fluids," stafed ",,.Steps: 3. Restricling
Fluids: a. Remove the resident's water pitcher
and cup fram the room. Stere in designated area,
i the resident refuses lo have the water pitcher
removed notify the supervisor and in rn the
physician. Or, determine the amount 1o be in the
pitcher esch shift...f. Record the amount of fluid
consumed on the intake sids of the iniake and
output record..."

1. R118 was admitted to the facility on 5/16/12
with diagnoses that included diabetes mellifus,
cardiomyopathy, congestive heart fallure and.
Stage 3 chronic kidney disease.

Admission orders, dated 5/16/12 included an
order for R118tobe o 2 1500 my {mitfifitars) fluid
restriction per 24 hours. On 5/21/12 this order
was clarified to slate that the 1500 m! fiyid
restriction aflotrments were 840 mis for dietary and
660 mis for nursing. A nutrition care plan, dated
512112 noted that R118 was on a 1500 mi fluid
restriction.

F 309

- orders

and insulinfsliding scale
administered per Physicians
order

Renvella, loperamide,
lisinopril, isosorbide, paxi,
prednisoné_, renagel and
nepro are administered and
recorded as per physician’s |

Fluid restriction policy was
reviewed and revised, All
residents ordered fluid
restrictions were reviewed to
comply with updated policy.
Physician’s orders, care plans
and ADL flow sheéts were
updated to reflect fluid
restriction. Fluid restriction
orders also communicated to
dietary. Pharmacy audited all
madication carts to assure
!iquid medications are
available In the facility.
MAR'S audited for
gaps/omissions, accu-
checks/insulin administration
and holding of medications
with specific parameters
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